INTRODUCTION
Perhaps no procedure has generated more controversy in the treatment of peripheral vascular disease than lumbar sympathectomy. Surgical section of the lumbar sympathetic chain was first performed in 1923 to alleviate muscular rigidity associated with spastic paralysis in war wounded. The obvious effect on the lower limb vasculature was immediately apparent, and the following year an operation was carried out in the Mayo clinic for Raynaud's phenomenon. At about the same time chemical lumbar sympathectomy was being carried out in Vienna and the vascular aspect of this work was soon evident. Reid and colleagues in 1970 reported the long term follow-up results of a large series of cases with ischaemic rest pain treated with phenol sympathetic block. ' In the normal subject a complete sympathetic blockade leads to visibly dilated veins or increased blood flow, seen clinically in reduced capillary refilling time. Vasoconstrictor reflexes such as the cold or "ice" response are abolished. The blood flow increase is largely restricted to the skin, with an increase in skin temperature and feeling of warmth in the extremity. Skin capillary oxygen tension and venous oxygen tension are increased. Muscle blood flow is usually unaffected so that intermittent claudication may not be helped. It is not always possible to predict the effect of sympathetic blockade in a patient with a diseased vascular system as a "steal" phenomenon may occur although this is rare. The main indication for sympathetic blockade is rest pain and ischaemic cutaneous ulcers in a limb not amenable to direct arterial reconstruction. Associated coronary artery disease, pulmonary disease and other physical conditions in the aged make some patients poor candidates for surgery. The mechanism whereby the sympathetic nervous system is involved in peripheral pain has not been fully elucidated. The cutaneous pain threshold via a negative feedback loop is influenced by sympathetic efferents, and some afferent pathways involved in ischaemic pain are believed to pass through the sympathetic nervous system. This paper presents a review of 544 neurolytic lumbar sympathetic blocks performed for peripheral vascular disease in the 13 year period ending December 1993. All the procedures were carried out by the author using radiological control.
METHODS
The technique used is a modification of the classical method.2 The patient lies in the lateral position with the side to be treated uppermost, on an X-ray translucent operating table, and is lightly sedated with intravenous ketamine 20-50 mg and Diazemuls 5-10 mg. Adequate monitoring is provided by pulse oximetry. A skin wheal is raised with local anaesthetic about 10 cm lateral to the midline of the back at the level of L3 vertebra. A 22 gauge 150 mm needle is directed to strike the body of L3 and then manipulated to slide off the anterolateral surface of the vertebral body so that the tip lies near the anterior surface of the vertebrae. A second needle is directed cephalad to lie in a similar position in relation to L2. Correct position of the needles is confirmed using a C-arm image intensifier and careful aspiration performed to ensure that the needle tip is not in a blood vessel. A small volume of 10% phenol in Conray -420 contrast medium is injected. If X-ray confirms that the solution is spreading correctly in a thin linear fashion that conforms to the anterior edge of the vertebrae, a maximum of 2 ml of the phenol in contrast medium is injected through each needle. A thermal print-out hard copy confirming correct spread of contrast is obtained, and 1-2 ml air injected through each needle to clear the neurolytic agent before withdrawal. Patients remain in the lateral position for 20-30 minutes to limit spread of solution laterally towards the genito-femoral nerve or posteriorly towards the somatic nerves. Patients were interviewed within 24 hours and a clinical assessment made of the success of the procedure. No special tests were performed. Results were arbitrarily graded as good, improved or unchanged depending on the adequacy of relief of rest pain and the clinical appearance of increased skin blood flow and warmth in the foot. RESULTS Five hundred and forty-four blocks were performed on 489 patients; 55 patients had bilateral blocks, on separate occasions The male to female ratio was I/ 1.05 and the average age 72 years (range 14-95). Twenty-eight patients were less than 50 years-of-age and five of these were females having bilateral treatments for severe vasospastic disease (Raynaud's phenomenon or chilblains). All patients were referred for treatment by one of four vascular surgeons. Patients were interviewed 24 hours after the block had been performed and a clinical evaluation made. Where the foot was obviously warmer, with hyperaemia and complete relief of rest pain, the block was graded as good (40%). Many of these patients spontaneously volunteered that they had had the first good nights sleep for weeks. Patients who had objective or subjective evidence of lesser degrees of warming of the foot or incomplete relief of rest pain were graded as improved (32%). Thus a favourable response was obtained in 72% of all patients. No detectable change was seen in the remaining 28% and they were graded as unchanged or poor. Thirty-seven patients were diabetic and a favourable response to the block was obtained in 54%. 
